Displacement of the endotracheal tube into the left main bronchus was suspected. However, when the patient was rolled onto her back to facilitate repositioning of the tube, the airway pressure and arterial saturation spontaneously returned to normal, and bilateral air entry resumed. A suction catheter was passed easily but failed to aspirate significant secretions. The endotracheal tube was resecured and the patient turned back onto the right side.
Once more, this was associated with elevated airway pressures, failure of ventilation of the right lung, and progressive arterial desaturation. Again, return to the supine position resulted in rapid recovery. Intermittent left bronchial intubation was still felt to be the most likely explanation and the tube was therefore replaced. Laryngoscopy was normal and reintubation performed easily. Ventilation was re-established uneventfully.
When the patient was placed on her side, however, an identical sequence of events occurred. Since ventilation had consistently been entirely normal with the patient supine, it was felt appropriate to continue in this position. She was therefore turned onto her back and the operation subsequently performed without incident. Postoperative recovery was uneventful.
Later, the patient was questioned regarding positionrelated respiratory symptoms. She admitted that, for about a year, she had avoided sleeping on her right side since this resulted in difficulty breathing and bouts of coughing. Chest X-ray demonstrated a large right-sided mediastinal mass (Figure 1) , which was considered to be probably an intrathoracic goitre originating from the thyroid remnant following her previous subtotal thyroidectomy.
Rigid bronchoscopy demonstrated critical narrowing of the origin of the right main bronchus resulting from extrinsic compression. Total occlusion of the bronchial lumen could be effected by tilting the patient to the right, reflecting mobility of the mediastinal mass. A large intrathoracic multinodular goitre compressing the distal trachea and encircling the right main bronchus was subsequently removed. 
DISCUSSION
Katlic has described many of the properties of intrathoracic goitre! Overall, it has an incidence of 1 in 5000, rising to 1 in 2000 in women over 45 years. Ten per cent of anterior mediastinal masses are composed of thyroid tissue, representing 5070 of all mediastinal tumours. The majority are multinodular goitres arising in the cervical thyroid gland, and an anatomical connection is often retained between the two. They may be mobile, and are usually benign, slow growing and cause few symptoms until large. Respiratory symptoms predominate. These may be positional and include dyspnoea, hoarseness, cough and stridor. 2 General anaesthesia in these patients may be hazardous and can result in cardiac arrest and death. 3 Problems arise from complications related to obstruction of major airways,4 superior vena cava compression,5 or involvement of the heart and pulmonary arteries. 6 Tracheal or bronchial obstruction is most commonly reported, representing 20 of the 22 complications described in one survey of anaesthesia in this group. 7 Identification and assessment of patients likely to be at risk from general anaesthesia is difficult. Preoperatively, abnormal respiratory symptoms may be absent, though such patients may develop severe airway obstruction during anaesthesia.' Plain antero-posterior chest radiography may not demonstrate significant airways compression, though a penetrated lateral film may yield additional information. 9 The pulmonary flow-volume loop is a reliable investigation for eliciting intrathoracic airway obstruction. 'o It demonstrates changes in airway flow rates at different lung volumes and, when performed in both the upright and supine positions, represents a sensitive, noninvasive method of revealing occult airway compression. 3 Thoracic CT scan is often useful, the likelihood of airway obstruction developing during anaesthesia being related to the decrease in tracheal cross-sectional area. 11 Awake fibreoptic bronchoscopy can identify the site of tracheobronchial obstruction and relate the extent of airway compromise to the respiratory cycle and patient position. Involvement of the heart, pericardium and great vessels can be demonstrated by sitting and supine echocardiography.
General anaesthesia tends to exacerbate airway compression by reducing lung volumes and relaxing bronchial smooth muscle.
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Paralysis and intermittent positive pressure ventilation reduces normal transpleural pressure gradients, thereby decreasing large airway calibre. This further exaggerates the effect of extrinsic compression and promotes tracheobronchial collapse. Il These risks can be reduced by avoiding muscle relaxation and allowing the patient to breathe spontaneously If intraoperative obstruction of a major airway does occur, it may be dramatically improved by changing to the lateral 14 or semi-prone' position. If this fails, the passage of a rigid bronchoscope or long endotracheal tube through the narrowing may be successful.' Extracorporeal oxygenation has also been undertaken in exceptional circumstances. 15 In this report the existence of an anterior mediastinal mass was not estalished preoperatively, and therefore a suboptimal anaesthetic technique was employed. Fortunately, collapse of the bronchus was relieved when the patient was supine, though this position is usually associated with a deterioration rather than an improvement of the obstruction. 8 .
14 Although posturerelated respiratory symptoms were present for some time, the relevant history was not obtained until after surgery. The symptoms were presumably attributable to intermittent compression of the right main bronchus by the mobile intrathoracic goitre. Furthermore, although a chest X-ray had not been considered to be indicated preoperatively, this would clearly have identified the presence of a significant mediastinal mass. Preoperatively, therefore, in addition to a history directed towards posture-related symptoms, we would recommend performing a chest X-ray in any patient who has previously undergone partial thyroidectomy, even in the absence of abnormal clinical features. In such patients, the development of a retrosternal goitre from the thyroid remnant may present a potentially lifethreatening hazard during subsequent anaesthesia.
Vocal cord paralysis following neck surgery is a well described though infrequent complication. The occurrence of bilateral vocal cord paralysis following endotracheal intubation, however, is much less appreciated. Soon after extubation, the patient presents with stridor, hoarseness of voice and in the more severe cases, acute upper airway obstruction. These symptoms are relieved by reintubation. There are a number of aetiologies and we report three cases of bilateral vocal cord paralysis following endotracheal intubation attributed to pressure neuropraxia alone. Prevention of excessive intracuff pressure, ensuring correct placement of the endotracheal tube within the trachea and firm fixation to prevent tube migration are some of the ways whereby this complication may be prevented. 
CASE I
An 83-year-old underwent a sigmoid colectomy for carcinoma of the sigmoid colon. There was no significant past medical history and there were no laryngeal symptoms before the operation. General anaesthesia with controlled ventilation was provided via a size 8 Portex® endotracheal tube that was inserted without difficulty. The cuff of the endotracheal tube was inflated with air to the level just necessary to prevent gas leakage. An oxygen-nitrous oxide-isoflurane mixture was used during the 2.5 hour operation. He was extubated at the end of the operation and was well in the immediate postoperative period. On the second postoperative day he developed stridor and increasing respiratory distress. A direct laryngoscopy examination showed bilateral vocal cord paralysis with the cords in the paramedian position. The glottis was otherwise normal. Reintubation relieved the respiratory distress immediately. A tracheostomy was performed five days later during which the vocal cords were still noted to be paralytic. He subsequently developed a nosocomial chest infection from which he succumbed.
